Ph.D. Some experts have suggested that because 23.8 million uninsured Americans under age 65 who do not have access to employer-based health insurance have incomes above the Federal poverty line (FPL), they can afford to purchase policies if they so choose; however, the new study shows otherwise.
It found that measuring a family's net worth (value of their savings plus other assets minus debt) rather than just income more precisely estimates the percentage of American families who could purchase health insurance policies if they chose to do so. Until now, most studies of uninsured families have considered income the main (or sole) determinant of why a family chooses not to purchase health insurance.
Using 2002 and 2003 national data from AHRQ's Medical Expenditure Panel Survey, the researchers found that the median net worth of families who purchased health insurance was $105,819 -nearly 35 times greater than the median net worth of only $3,057 for families who were uninsured. In contrast, the median income of families who purchased health insurance was $41,086 -only 2.3 times greater than the median income of $17,690 for families who were uninsured. The study also found that 4.1 percent of families with access to employer-based health insurance were poor (family income below 100 percent of the FPL; the 2009 FPL was $20,050 for a family of four) and 11.1 percent were low income (family income 100-199 percent of the FPL). In contrast, among families without access to employer-based health insurance, 33.8 percent were poor and 28.4 percent were low income.
According to Dr. Bernard, an economist who led the research, the standard model based on income alone used by economists works well for estimating who will enroll in employer-based health insurance. However, it does not work well for estimating who will purchase nongroup coverage, because it
Disparities/Minority Health

Uninsured American families
continued from page 1 overestimates health insurance enrollment for people with low net worth and underestimates it for people with high net worth.
More details are in "Wealth, income, and affordability of health insurance," by Drs. Bernard, Banthin, and Encinosa, in the May/June 2009 Health Affairs 28(3), pp. 887-896. Reprints are available from AHRQ.* I P rimary care clinics serving minority patients have less access to medical resources, an often chaotic work environment, and challenging patients compared with clinics serving predominantly white patients, finds a new study. This may play a role in the poorer chronic disease outcomes of minority patients, suggest the study authors. They analyzed survey responses of 96 clinic managers, 388 primary care physicians, and 1,701 of their adult patients with hypertension, diabetes, or congestive health failure. They compared data from 27 clinics with at least 30 percent minority patients with data from 69 clinics with less than 30 percent minority patients.
On a scale of 1 (none) to 4 (great), clinics serving at least 30 percent minority patients had less access to medical supplies (2.7 vs. 3.4), referral specialists (3.0 vs. 3.5), and examination rooms per physician (2.2 vs. 2.7) than clinics treating fewer minorities. Clinics serving more minorities had patients who were more often depressed (22.8 vs. 12.1 percent), were more often covered by Medicaid (30.2 vs. 11.4 percent), and reported lower health literacy (3.7 vs. 4.4 on a 5-point scale).
Physicians from clinics serving higher proportions of minority populations perceived their patients as frequently speaking little or no English (27.1 vs. 3.4 percent), suffering more chronic pain (24.1 vs. 12.9 percent) and substance abuse problems (15.1 vs. 10.1 percent), and being more medically complex (53.1 vs. 39.8 percent) and psychosocially complex (44.9 vs. 28.2 percent). Finally, clinics with at least 30 percent minority patients were more likely to have chaotic work environments and to have fewer physicians reporting high work control or high job satisfaction. The study was supported in part by the Agency for Healthcare Research and Quality (HS11955).
More details are in "Separate and unequal: Clinics where minority and nonminority patients receive Is it due to changing sociodemographics such as increased immigration of Hispanics who face language barriers to care, or is it due to changes in functioning of the health care system?
To explore trends in care disparities, they analyzed data on office-based or outpatient visits from the 1996-2005 Medical Expenditure Panel Survey (MEPS) for two time periods : 1996-1997 and 2004-2005 . The researchers used the definition of racial/ethnic disparity developed by the Institute of Medicine, which adjusts for health status and takes into consideration mediation of disparities through SES factors.
The researchers found that medical care spending for whites and blacks increased significantly (over $1,500) between both periods (Figure 1 ). However, there was little increase (about $400) in spending on Hispanics.
When it came to having any outpatient or officebased visit in the past year, Hispanic-white disparities increased between 1996 and 2005. Black-white disparities remained relatively constant. Blacks had a 14 percent lower likelihood of making a doctor visit than whites during either time period. The disparity between blacks and whites in expenditures increased from $869 in 1996-1997 to $1,054 in 2004-2005 , a difference that was not statistically significant. Hispanics were 16 percent less likely than whites to see a doctor in 1996-1997. They also had $1,011 less in expenditures compared with whites in 1996-1997, which became $1,819 less than whites by [2004] [2005] . This was nearly twice the black-white spending difference.
See "Measuring trends in racial/ethnic health care disparities," by Benjamin Lê Cook, PhD., M.P.H., proficient in English, and Hispanics with LEP. The researchers asked them to fill out questionnaires on asthma control and quality of life and obtained data on their use of care at 1 and 3 months after study enrollment. Hispanics with LEP had significantly worse asthma control and quality of life scores compared with non-Hispanic asthmatics. Yet, quality of life scores were not significantly different among patients with adequate English language proficiency, regardless of ethnicity. Hispanics with LEP were 2.4 times more likely to suffer an asthma episode requiring outpatient treatment and 4.4 times more likely to suffer an episode requiring an emergency department visit or hospitalization compared with nonHispanic patients. LEP was also associated with more worries about side effects or becoming addicted to inhaled corticosteroids (ICS), beliefs that asthma is an acute (rather than chronic) disease, decreased self-efficacy (in ability to control asthma and use ICS), and lower adherence to controller medications. These findings suggest that Hispanics with asthma and LEP are at high risk for poor outcomes. The study was supported in part by the Agency for Healthcare Research and Quality (HS13312) .
See "Assessing the relationship between language proficiency and asthma morbidity among inner-city asthmatics," by Dr. Inner-city Hispanic adults with limited English proficiency have poorer asthma control and quality of life B lacks suffer from higher rates of heart failure as well as related hospitalizations and deaths than whites. Yet, paradoxically, black patients hospitalized for heart failure have better short-term survival than white patients. One reason may be that black patients are less severely ill when they arrive at the emergency department (ED), suggests a new study. The University of Pittsburgh researchers analyzed 1,408 black and 7,260 white patients in one State, who were admitted to the hospital from the ED during 2003 and 2004 and discharged with a diagnosis of heart failure. The researchers used three clinical prediction rules to estimate patients' severity of illness at the time of hospital admission.
Overall, black patients were younger than white patients (65.8 vs. 77.4 years) and were 1.16 to 4.3 times more likely to be assigned to the lowest risk classes by the three prediction rules. The authors suggest several possible explanations for this. Blacks are less likely than whites to have a usual source of care and thus may be more likely to seek initial treatment for heart failure in the ED. Better access to primary care for white patients may paradoxically result in greater severity of illness when they do arrive at the ED, because they are more likely to visit the ED after failure of initial outpatient treatment.
After adjusting for hospital clustering, blacks were 25 percent less likely to suffer hospital death and complications and 66 percent less likely to die within 30 days. These findings suggest a varying opportunity between black and white patients when considering alternative initial treatment strategies and site of care, conclude the researchers. Their study was supported by the Agency for Healthcare Research and Quality (HS10888).
More details are in "Differences in initial severity of illness between black and white emergency department patients hospitalized with heart failure," by Thomas E. An estimated 63,000 elderly persons are diagnosed with NHL in the United States each year. Whites are more likely to be struck with the disease than other groups. This study found that whites were more likely to receive life-prolonging chemotherapy than blacks. Also, poorer SES, more common among the black patients studied, was significantly associated with a higher risk of dying. There were no significant differences in all-cause and lymphoma-specific mortality rates between black and white patients after controlling for differences in treatment, SES, patient demographics, and tumor factors.
Using a national cancer registry linked to the Medicare database, the researchers retrospectively examined a group of 13,321 elderly patients diagnosed with NHL from 1992 to 1999. Among these patients, 11,868 were white, 533 continued on page 6
Studies explore survival and treatment disparities among black and white elderly patients with cancer
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continued from page 5 were black, and 920 were from other ethnic/racial groups. Nearly three-fourths of the black patients were in the lowest SES quartile compared with one-fifth of whites. Black patients were significantly less likely to receive chemotherapy than whites (43.2 vs. 52.4 percent). The risk of all-cause and NHLspecific mortality grew significantly with age, advanced cancer stage, more coexisting illnesses, and poorer SES.
Five-year survival after diagnosis was higher in whites than blacks (60.3 percent vs. 55.6 percent for NHL-specific mortality) and for patients in higher SES quartiles compared with those in the lowest SES quartile. The findings suggest that factors associated with race, but not intrinsic racial differences, accounted for the racial differences in mortality, conclude the researchers.
White, A., Liu, C.-C., Xia, R., and others. Overall, blacks were 16 percent less likely than whites to receive standard therapy for colorectal cancer (surgery, radiation, and/or chemotherapy). However, treatment differences became insignificant after adjustment for patient age at diagnosis, marital status, sex, socioeconomic status, and tumor characteristics. Racial disparities in receipt of standard therapy also declined over the study period. Treatment differences remained at about 5 percent between 1991 and 1996, peaked to 7.2 percent in 1997, then declined from 7.1 to 4 percent from 1999 to 2002.
From 1991 to 2002, the percentage of patients who did not receive standard therapy for colorectal cancer declined from 24.5 to 22.4 percent for whites and from 30.4 to 26.4 percent for blacks. The study was unable to sort out the effect of patient preferences, as well as regional variations in physician practice style or health care deliveryfactors that may explain some of the racial disparities in treatment. I A merican Indians and Alaska Natives have two to three times higher rates of diabetes and are four times more likely to die from the disease than the general U.S. population. Thus, diabetes education is important for these individuals to self-manage their disease. Yet, few diabetes education programs serving these groups met national standards in 2001, according to a new study. It also found that more comprehensive programs were associated with better quality diabetes care.
The researchers reviewed 88 Indian Health Service (IHS)-funded diabetes care programs in 2001. Most were clinic-based (70 percent); the rest were hospitalbased. All completed a checklist of criteria from the IHS Integrated Diabetes Education Recognition Program (IDERP) on how well programs implemented each of the 10 national standards for diabetes selfmanagement education. Programs were then categorized as Level 1 (developmental), Level 2 (educational), or Level 3 (integrated).
Patients receiving care from Level 2 and Level 3 programs had higher completion rates of all 15 diabetes quality-of-care indicators compared with those in programs at or below Level 1. This difference was continued on page 7
More comprehensive American Indian and Alaska Native diabetes education programs are linked to better diabetes care
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continued from page 6 significant for annual testing of LDL cholesterol, HDL cholesterol, triglycerides, and hemoglobin A1c (a measure of average blood-sugar level) after adjustment for patient and program factors.
Yet, only 9 of the 86 programs had fulfilled enough criteria to qualify for at least Level 2 IDERP recognition. The remaining 77 programs qualified at Level 1 or less. Programs were often understaffed and unable to complete the extensive documentation process required by the IDERP, according to the authors. They note that, since the study, with additional IHS funding toward staff and training, the number of IDERP-recognized programs grew to 37 in 2009. The study was supported in part by the Agency for Healthcare Research and Quality (HS10854 Researchers examined the responses of 1,223 adult patients with diabetes who completed a survey that included two questions about depression-related symptoms. The researchers also reviewed the patients' medical records and insurance claims to determine medication use and clinical care obtained.
During the previous month, 471 (38.5 percent) reported symptoms of depression. Although no relationship was found between depression and blood sugar (A1c) testing rates, those with depression symptoms were less likely to be at their A1c goal (43 percent) compared with patients without depressive symptoms (50 percent). However, treatment with antidepressant medication increased their ability to achieve their glucose goals. The researchers also found a reduced rate of LDL cholesterol testing (56 percent) for those with depression compared with those without the condition (68 percent). However, treatment for depression had no impact on achieving lipid goals.
According to the research team, physicians who identify depression in their patients with diabetes must also consider how depression will affect the patient's ability to manage their diabetes, particularly when it comes to reaching personal clinical goals. Patients with diabetes and depression are less likely to achieve goals for glucose control P atients with chest pain at rest (unstable angina) or a heart attack (myocardial infarction) are usually diagnosed as having acute coronary syndrome (ACS). When patients with ACS also suffer from depression, they are more likely to die or experience recurrent cardiovascular events. Linking these two conditions may be a deficiency in essential fatty acids. In a new study, ACS patients with depression were found to have lower red blood cell membrane levels of omega-3 fatty acids, such as DHA (docosahexaenoic acid).
Researchers measured levels of different omega-3 and omega-6 fatty acids in the cell membranes of 759 patients diagnosed with ACS at 2 hospitals in Kansas City, Missouri. Clinical information was also collected from patient interviews and hospital charts. Levels of depressive symptoms were determined using the Patient Health Questionnaire-9 (PHQ), a nine-item depression screening tool that has been shown to be valid, sensitive, and specific for quantifying depressive symptoms.
Among the participants, 118 (15.5 percent) were found to have significant depressive symptoms. Those suffering from depression were more likely to be young, female, of a minority race, and have lower education levels. Compared with patients without depression, they were also more likely to be overweight and have higher rates of cardiovascular risk factors, including diabetes, high blood pressure, and smoking.
ACS patients with depression had lower levels of omega-3 fatty acids, particularly DHA, in their cell membranes. The researchers found an inverse relationship between depression and the omega-3 fatty acid index. For every 4.54 percent rise in this index, there was a one-point decline in depressive symptoms, as assessed by the PHQ. Membrane levels of eicosapentaenoic acid, another omega-3 fatty acid, were not lower in patients with ACS and depression.
The researchers indicate that interventions to raise the level of omega-3 fatty acids may help prevent both depression and adverse cardiovascular events. The study was supported in part by the Agency for Healthcare Research and Quality (HS11282).
See "Acute coronary syndrome patients with depression have low blood cell membrane omega-3 fatty AHRQ's national Web site-the AHRQ Patient Safety Network, or AHRQ PSNet-continues to be a valuable gateway to resources for improving patient safety and preventing medical errors and is the first comprehensive effort to help health care providers, administrators, and consumers learn about all aspects of patient safety. The Web site includes summaries of tools and findings related to patient safety research, information on upcoming meetings and conferences, and annotated links to articles, books, and reports. Readers can customize the site around their unique interests and needs through the Web site's unique "My PSNet" feature. To visit the AHRQ PSNet Web site, go to psnet.ahrq.gov/.
A diet deficient in fiber is a major risk factor for developing diverticular disease. A new study also implicates obesity in development of the disease. Diverticulitis strikes when pouches (diverticula) form in the wall of the colon and then get inflamed or infected when bacteria get trapped in the pouches. Symptoms include stomach pain, bloating, gas, diarrhea or constipation, nausea, fever, and chills. Lisa L. Strate, M.D., M.P.H., of the University of Washington School of Medicine, and colleagues prospectively studied 47,228 male health professionals (40-75 years old) who were free of diverticular disease in 1986 (baseline). Men reporting newly diagnosed diverticular disease on biennial followup questionnaires were sent supplemental questionnaires. Weight was recorded every 2 years and data on waist and hip circumferences were collected in 1987.
During the 18 years of followup, the researchers documented 801 cases of diverticulitis and 383 cases of diverticular bleeding. After adjustment for other risk factors, men with a body mass index (BMI) of 30 kg/m 2 or greater (obese) had a nearly twofold greater relative risk for diverticulitis and more than threefold greater risk for diverticular bleeding compared with men with a BMI of less than 21 kg/m 2 (18.5 to 24.9 kg/m 2 is normal weight).
Men in the highest quintile of waist circumference compared with those in the lowest quintile had a 56 percent greater relative risk for diverticulitis and nearly twofold increased risk for diverticular bleeding. Similarly, persons in the highest quintile of waist-to-hip ratio had a 62 percent higher risk for diverticulitis and nearly twofold higher risk for diverticular bleeding than those in the lowest quintile. The researchers suggest that obesity may contribute to diverticular disease, because adipose (fatty) tissue secretes a number of cytokines that may precipitate the inflammatory process in the disease. Intestinal microbes that differ between obese and lean individuals may also play a role. The study was supported in part by the Agency for Healthcare Research and Quality (HS14062).
More details are in "Obesity increases the risk of diverticulitis and diverticular bleeding," by Dr. Obesity boosts risk of diverticulitis and diverticular bleeding P atients suffering from chronic diseases face many challenges in self-managing diet, exercise, medication, and other factors important to managing their conditions. Personality factors seem to play a role in how they view their health and functional status, concludes a new study. Anthony Jerant, M.D., of the University of California Davis School of Medicine, and colleagues analyzed baseline data from chronically ill individuals enrolled in a study of approaches to improve disease self-management. They looked for associations between the NEO-Five Factor Inventory (NEO-FFI) of personality factors (neuroticism, conscientiousness, extraversion, openness, and agreeableness) and the EQ-5D preference-based self-rated health measure. The EQ-5D scores five dimensions of health: mobility, self-care, usual activities, pain/ discomfort, and anxiety/depression.
Of the 415 persons studied, 59 percent had 2 or more chronic conditions. For individual EQ-5D scores, one standard deviation (SD) increase in neuroticism worsened (increased) anxiety/depression scores nearly threefold, and openness (perhaps due to greater sensitivity to feelings and emotions) worsened the scores by 32 percent. Conscientiousness, on the other hand, was associated with better usual activities scores. There were no associations between agreeableness and extraversion and any EQ-5D dimension scores.
These findings remained after adjustment for patient age, gender, educational level, minority status, and chronic conditions. The results suggest that unmeasured personality effects might bias the findings for cost-effectiveness analysis (CEAs), since preferencebased health assessments are used to calculate quality-adjusted life years for use in cost-effectiveness ratios. Routinely assessing the status of personality factors, along with the usual sociodemographic variables, may permit detection and statistical control for such effects, suggest the researchers. They call for more studies of these complex interrelationships. Their study was supported in part by the Agency for Healthcare Research and Quality (HS13603).
See "Personality and EQ-5D scores among individuals with chronic conditions," by Dr. Jerant, Benjamin P. Chapman, Ph.D., and Peter Franks, M.S., M.D., in Quality of Life Research 17, pp. 1195 Research 17, pp. -1204 Research 17, pp. , 2008 . I M ore than 80 percent of the U.S. population will suffer from an episode of low back pain (LBP) at some time during their lives. Some will develop chronic LBP that lasts 3 months or longer. The incidence of chronic LBP more than doubled in North Carolina between 1992 and 2006, with continuing high levels of disability and health care use, according to a new study. These findings suggest that increases in population-based health care costs may be due to the growing prevalence of this condition more than increased care use by those afflicted, note the authors.
They surveyed a representative sample of North Carolina households in 1992 (4,437 households) and 2006 (5,357 households) to identify adults 21 years or older with chronic LBP or neck pain that limited daily activities. The prevalence of chronic, impairing LBP rose significantly over the 14-year study period from 3.9 to 10.2 percent. Increases were seen for all ages, in men and women, and in white and black races. The severity of symptoms and general health of back pain sufferers were similar for both years.
In addition, the proportion of LBP sufferers who sought care from a health care provider in the previous year increased from 73.1 percent to 84 percent, while the mean number of visits to all health care providers was similar (19.5 in 1992 vs. 19.4 in 2006) . When the researchers tried to assess whether back pain sufferers were simply labeling ongoing back symptoms as functionally impairing, they found that those with back pain in 2006 were functioning either similarly or worse than in 1992, with decreased employment, greater use of disability insurance, and continued high pain scores. Efforts to improve function and constrain costs of back pain will need to address issues of causality and selfmanagement, conclude the researchers. Their study was supported in part by the Agency for Healthcare Research and Quality (T32 HS00032).
More details are in "The rising prevalence of chronic low back pain," by Janet K. The prevalence of chronic, impairing low back pain has risen significantly in North Carolina G etting people to quit smoking can be difficult. Primary care providers often use a "5A" approach (ask, advise, assess, assist, and arrange) to help their patients quit the habit. A new study shows that using a chronic care model (CCM) helps providers be more consistent in their adherence to using the 5A approach with patients. Dorothy Y. Hung, Ph.D., M.A., M.P.H., of Columbia University, and Donna R. Shelley, M.D., M.P.H., of New York University, collected data from nearly 500 primary care providers working in 60 community clinics in New York City that served mostly low-income, minority populations.
The researchers looked at the associations between providers delivering 5A services, the clinic's implementation of CCM elements continued on page 11
Using a chronic care model improves smoking cessation programs in primary care clinics
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continued from page 10 used to treat smoking, and the degree to which these elements were integrated into the clinic's overall operations. The CCM, composed of six elements, is commonly used to improve the care of patients with chronic illnesses such as diabetes, congestive heart failure, and asthma.
Nearly 58 percent of clinic providers asked patients about tobacco use regardless of their history, and nearly 84 percent of them asked patients with a known history of smoking about tobacco use. Providers most likely to perform all 5A services worked in clinics with three CCM elements: enhanced delivery system design, clinical information systems, and the availability of patient selfmanagement support for smoking cessation.
However, all six CCM elements, including protocols for tobacco use identification and treatment, decision support such as clinical guidelines, and referral to community resources, were positively and significantly related to provider delivery of 5A services across practices. Providers working in clinics with the highest degree of CCM integration (5 and 6 elements) were 20.4 to 30.9 times more likely to deliver the full spectrum of 5A services to patients. The study was supported in part by the Agency for Healthcare Research and Quality (HS17007).
See "Multilevel analysis of the chronic care model and 5A services for treating tobacco use in urban primary care clinics," by Drs. Hung and Shelley Overall, 28 percent of the children visited the ED during the followup year; 59 percent of those ED visits were classified as nonurgent. A total of 79 percent of parents rated family centeredness, 84 percent rated realized access, and 69 percent rated timeliness of primary care as high quality. Highquality family centeredness was associated with 27 percent fewer nonurgent ED visits, but no lowering of the urgent visit rate. High-quality timeliness was associated with 18 percent fewer nonurgent and urgent visits. Finally, high-quality realized access was associated with 27 percent fewer nonurgent visits and 33 percent fewer urgent visits.
A higher level of parental educational attainment and better parent-reported child health status were both linked to significantly fewer urgent and nonurgent ED visits. Children 12 years and older showed consistently higher urgent ED use, while children 2 years and younger showed consistently greater nonurgent ED use. Child race/ethnicity was not significant after accounting for other factors. Finally, not having an identified primary care provider was associated with greater nonurgent ED use. The study was supported by the Agency for Healthcare Research and Quality (HS15482). For more information about CAHPS ® , go to www.cahps.ahrq.gov.
More details are in "Primary care quality and subsequent emergency department utilization for children in Wisconsin Medicaid," by Dr. Brousseau, Marc H. Gorelick, M.D., M.S.C.E., Raymond G. Hoffman, Ph.D., and others, in the January/February 2009 Academic Pediatrics 9, pp. 33-39. I
Quality and accessible primary care is linked to fewer emergency department visits by Medicaid-insured children
Number 347, July 2009 I nhaled corticosteroids and montelukast (Singulair ® ) are typically prescribed to control children's asthma symptoms and to reduce the likelihood of acute asthma episodes that can land them in the emergency department. Despite substantial use of daily controller medication, more than half of the children in a new study continued to suffer from poorly controlled asthma. The result was missed school and work days for the family and poorer quality of life for parents and children. Competing family priorities and lack of asthma symptom awareness may underlie some of this poor asthma control, suggest the researchers.
They surveyed parents of 362 children participating in a study to reduce asthma morbidity about asthma-related impairment (indicated by symptoms, activity limitations, and use of albuterol for acute asthma episodes), and the number of asthma exacerbations in a 1-year period. The survey also addressed demographic characteristics, asthma-related quality of life, pediatric management practices, and medication usage. Based on parents' reports, 76 percent of children took daily controller medications. Yet asthma was well controlled for only 24 percent of children, partially controlled for 20 percent, and poorly controlled for 56 percent. The current level of asthma control suggested that 74 percent of children needed to intensify their use of medication. Both parents and children suffered significantly lower quality-of-life scores when children had poor control.
Medicaid insurance, presence of another family member with asthma, and maternal employment outside the home were significant factors associated with poor asthma control. These factors suggest competing priorities that may interfere with parental knowledge of a child's level of asthma control, daily use of controller medications, and opportunities for asthma monitoring visits. These families could benefit from more frequent asthma monitoring contacts and additional support and education to augment effective home management of their child's asthma, suggest the researchers. Their study was supported in part by the Agency for Healthcare Research and Quality (HS15378).
See "Socioeconomic, family, and pediatric practice factors that affect level of asthma control," by Gordon R. Bloomberg, M.D., Christina Banister, B.A., C.C.R.P., Randall Sterkel, M.D., and others in the Family and insurance factors are linked to poorer control of children's asthma O steomyelitis, a bacterial infection of the bone, accounts for 1 percent of all pediatric hospitalizations in the United States. Children can contract these infections from blood infections, penetrating trauma, or when an infection spreads to the bone from a nearby site. Until recently, experts have recommended that these children receive 4 to 6 weeks of intravenous antibiotics through a central venous catheter. However, a new study found that these children fare just as well when given a shorter course of intravenous antibiotics followed by oral antibiotics for the same period of treatment. The potential benefits of switching children to oral antibiotics prior to hospital discharge include lower cost, increased convenience, and reduced risk of complications linked to prolonged insertion of central venous catheters, explain researchers at the University of Pennsylvania Center for Education and Research on Therapeutics (CERT).
The researchers retrospectively studied the antibiotic treatment of children (aged 2 months to 17 years) diagnosed with acute uncomplicated osteomyelitis between 2000 and 2005 at 29 U.S. children's hospitals. They looked at type of treatment and reason for rehospitalization within 6 months of initial diagnosis. Of the 1,969 children studied, 1,021 received prolonged intravenous therapy and 948 were switched to oral therapy before hospital discharge. The use of prolonged intravenous therapy varied significantly across hospitals, ranging from 10 to 95 percent of children treated.
Children in both groups had similar characteristics and similar severity of illness. Overall, 5 percent of children who received prolonged intravenous antibiotics were rehospitalized compared with 4 percent of the oral antibiotic group. However, this was not a significant difference. Additionally, 3.4 percent of continued on page 13
Children with acute bone infections can be switched from intravenous to oral antibiotics before hospital discharge
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Osteomyelitis continued from page 12 children in the prolonged intravenous therapy group were readmitted for a catheter-associated complication. Also, rates of readmission for antimicrobial complications were significantly higher in the prolonged intravenous treatment group. This study was funded in part by a grant from the Agency for Healthcare Research and Quality (HS10399) to A patient's risk of toxicity from digoxin, a drug used to treat heart ailments, is low overall. However, the risk is much greater within 2 months of hospital discharge, finds a new study. The reasons for this are unclear; however, prior and ongoing studies suggest that transitions from inpatient care to outpatient providers could be a leading contributor. Examples of care transition factors possibly related to the digoxin toxicity finding could include changes in medication regimen, poor communication, and incomplete coordination across care settings.
The researchers prospectively studied 2,030 elderly white women who were enrolled in the Pennsylvania Pharmaceutical Assistance Contract for the Elderly program. They inspected hospital and pharmacy claims data and conducted interviews with the participants at baseline, 12, and 24 months. The number and rate of hospitalizations was not statistically significant. A total of 34 hospitalizations were due to digoxin toxicity, or 1.12 hospitalizations per 1,000 person-months of exposure to the drug. However, if a patient had been hospitalized 2 months prior, then the risk for digoxin-related toxicity increased fourfold. This risk remained even after adjustment for patient characteristics and complexity of health care (such as number of physicians and number of medications taken in the past 3 months).
If The estimates suggest significant detrimental effects of parental divorce and step relationships on support of disabled elderly parents. For example, children were significantly less likely to provide care to their disabled parent if the parent was divorced versus widowed. Children of divorced parents were about half as likely as children of widowed parents to coreside with a parent and their parents were more likely to live alone or in a nursing home. Children with parents who remarried were less likely to provide cash transfers and more likely to have a parent who was in a nursing home.
Biological children with no siblings were four times more likely than single stepchildren to provide time (26 vs. 7.7 percent) or cash (13.5 vs. 2.9 percent) to their disabled parents. Also, stepchildren were significantly less likely than biological children to co-reside with the parent (1.8 vs. 7.9 percent) and more likely to have a parent living alone or in a nursing home (63.6 vs. 60.6 percent and 10.6 vs. 7.5 percent, respectively). Children in traditional nuclear families were significantly more likely to provide cash and time transfers than children in blended families (with stepchildren). Similarly, children of parents in blended families were less likely to co-reside with the parent and slightly more likely to have their parent live with other relatives or nonrelatives than children in traditional nuclear families, suggesting that the sibling network also matters.
See the cervix and rules out the need for cervical screening. All of the women had received regular cervical cancer screenings.
The majority of women participating in the study (68 percent) felt that lifelong screening was either important or very important. Compared with Asian and white women, black and Latina women were more likely to hold strongly to this belief. Most of the women (77 percent) planned on being screened for the rest of their lives. Also, 60 percent had never given thought to stopping their regular screenings. Even when given information about the benefits and harms of Pap testing, the women did not change their beliefs about lifelong screening or plans to continue getting screened.
However, if recommended by their physicians, 68 percent of the women would stop screening. According to the study, Asian women would be particularly persuaded by their physicians, with three-fourths saying they would accept the recommendation. Only 20 percent of women said they had talked with their physicians about ending screening. More than half of the women who had these conversations with their physician had received a recommendation to stop being screened, and 87 percent reported that they did, in fact, end cervical cancer screening. Independent predictors of ending screening included older age, having public insurance, and having no personal or family history of cancer. The study was supported in part by the Agency for Healthcare Research and Quality (HS10856).
See "Ending cervical cancer screening: Attitudes and beliefs from ethnically diverse older women," by George T he American College of Obstetrics and Gynecology recommends that all pregnant women be given an opportunity to have the fetus tested for genetic disorders, such as Down syndrome. The decision to undergo this testing can be a difficult one, because some tests pose risks to the fetus and some results pose ethical dilemmas for parents. Researchers in San Francisco evaluated the effect of a computerized tool, the Prenatal Testing Decision-Assisting Tool (PT Tool), which is designed to help pregnant women decide whether to undergo prenatal testing. The researchers evaluated the women's knowledge, decisional conflict, and prenatal diagnostic testing choices. The tool provides personalized estimates of the chances a woman is carrying a fetus with chromosomal abnormalities, describes prenatal screening and diagnostic tests, and develops a tailored testing strategy.
Nearly 80 percent of women who used the PT Tool were able to answer questions on prenatal testing correctly compared with 65 percent of women in the control group who only read a computerized educational booklet on prenatal testing provided to all pregnant women by the State of California. Compared with the control group, women who used the PT Tool were also more able to correctly estimate their risk of experiencing a procedure-related miscarriage (48 vs. 65 percent, respectively) and chance they were carrying a fetus with Down syndrome (15 vs. 64 percent, respectively). Women who used the PT Tool were more satisfied with the educational intervention than women in the control group and were also more confident about their decision to undergo or forego testing.
After using the PT Tool, many women changed their opinions about prenatal testing. For example, women who at baseline said they would undergo no-cost prenatal diagnostic testing if it were offered, were less likely to have the tests after determining their risks with the PT Tool. Some women who at baseline said they were not inclined to have testing, ended up having an amniocentesis or chorionic villus sampling procedure. The authors suggest that tools such as these can improve women's decisionmaking about prenatal testing before they decline or request these procedures. This study was funded in part by the Agency for Healthcare Research and Quality (HS10856 
Tool helps women decide if prenatal genetic testing is the right decision for them
Health Information Technology C linical information systems (CIS) are often installed in health care organizations to improve patient quality. When implementing a CIS, institutions often provide extra training to employees who then serve as trainers, provide technical support, and champion the use of the system. Such individuals are called "super users." A new study finds that the attitudes and time spent by these super users go a long way toward increasing positive employee perceptions of the CIS.
For this study, a new CIS was implemented at a large midwestern, rural hospital. The system included an electronic health record component with computerized provider order entry. Departmental administrators selected 82 clinical staff members to be trained as super users. These super users were surveyed on the amount of time they spent on work related to super user duties and on their attitudes toward these responsibilities.
The researchers found that more hours devoted to carrying out the super user role was associated with positive employee perceptions about the CIS. They also found a positive correlation between super user attitudes toward the CIS and employee attitudes. How super users perceived their qualifications was also significantly associated with employee outcomes. According to the researchers, the effects produced by super users are far reaching within the health care organization. These individuals enhance the perceptions among employees about the usefulness and ease of use of the CIS. Super users also provide clinical staff members with supplementary development of informatics competencies in the form of just-in-time training at the point the staff are doing actual work. The study was supported in part by the Agency for Healthcare Research and Quality (HS15196 I nsurance claims data for medical visits, procedures, lab work, and medications are often used to determine how well a medical encounter rates when compared with performance measures. However, these administrative data lack clinical information that also may be useful for measuring performance in acute care delivery. Electronic health records (EHRs) have been put forth as a tool that can capture both administrative and clinical data that, in turn, can be used to rate performance. However, a new study by Jeffrey A. Linder, M.D., M.P.H., of Harvard Medical School, and colleagues found that EHRs do not offer complete data to gauge performance.
Researchers found that EHRs at eight clinics in the Boston area were often inaccurate in determining if a patient's visit was actually because of pneumonia. For example, although 688 patient encounters were billed with pneumonia as a diagnosis, chart reviewers found just 198 actual visits for pneumonia. Further, 40 percent of encounters with pneumonia as a billing code were followup appointments for previous medical visits. The researchers suggest that other criteria, in addition to billing codes, are needed to improve the accuracy of identifying visits for pneumonia.
Physician performance for the 12 approved care measures for pneumonia averaged 52 percent. This poor performance may indicate that physicians have room to improve or they may not be familiar with the specific performance measures, such as the need to document mental or hydration status. Measures themselves may also have contributed to poor performance because they lacked acceptable timeframes and clear definitions.
Finally, a large portion of the data in the EHR was not coded, making data extraction for items such as mental status, hydration status, and chest x-rays difficult. EHR data may be more accurate and reliable if performance measures use variables that are likely to be coded and routinely entered in data fields. This study was funded in part by the Agency for Healthcare Research and Quality (HS14563).
See "Using electronic health records to measure physician performance for acute conditions in primary care: Empirical evaluation of the community-acquired pneumonia clinical quality measure set," by Dr. At each nursing home, the eMAR offered a structure and process to improve communication among a variety of users. For example, instead of using a 30-day hard-copy medication administration record, nurses could access real-time resident-specific medications on the computer on the medication cart. The eMAR also supported effective decisionmaking with use of drug alerts and signaling features on medication safety issues, while at the same time integrating complex tasks.
However, the technology could not overcome the outdated and fragmented medication systems already in place. During its initial implementation, the eMAR highlighted what was broken in these systems rather than fixing medication safety practices. As the eMAR was implemented, staff continued to hold onto traditional strategies and circumvent the new eMAR features. Some types of medication errors, such as late and omitted (or missing) medications, were better reduced by the eMAR and focused quality improvement efforts. Although the eMAR did not solve these problems, it did provide real-time information that brought together staff to explore the root causes in a blame-free environment.
Prior to that, staff tended to keep medication errors underground for fear of punishment. In some busy EDs, it is not uncommon for patients to be treated in hallways when regular bays are full. Congestion is often related to patients waiting to be admitted to hospital floors. A new study finds that adding more beds in the ED is not the answer. Instead, improving the rate at which admitted patients are moved to hospital floors shortens patient stays in the ED and consequently reduces ED congestion.
Researchers designed a computer simulation model that could replicate various ED scenarios, such as increasing beds and patients, and changing admitted ED patient departure times. The study found that increasing ED beds with a constant ED departure rate increased the mean length of stay from 240 to 247 minutes. Shortening the ED length of stay was the key to minimizing overcrowding. The most successful way of doing this was by rapidly moving admitted patients to inpatient units.
Boosting the departure rate of admitted patients decreased the ED length of stay from 240 to 218 minutes when the number of beds was kept constant. For example, in a 23-bed ED, increasing the departure rate from 1 patient every 20 minutes to 1 every 15 minutes reduced the length of stay. Such a strategy was also successful for a 28-bed ED. Length of ED stay remained the same or increased when the number of processed patients increased without a similar increase in the rate of patient departures out of the ED. The study was supported in part by the Agency for Healthcare Research and Quality (T32 HS00078).
See "Adding more beds to the emergency department or reducing admitted patient boarding times: Which has a more significant influence on emergency department congestion?" by Rahul K. 
Getting patients admitted to a hospital floor reduces length of stay and congestion in emergency departments
Number 347, July 2009 E vidence-based practice (EBP) is an essential component of health care delivery. To implement EBPs, a multifaceted, translating research into practice (TRIP) intervention was used to improve the quality of acute pain management in older adults hospitalized with hip fractures. Two new studies supported by the Agency for Healthcare Research and Quality (HS10482) demonstrated that the TRIP intervention lowered pain levels experienced by these patients and cut costs. The first study showed that the quality of acute pain care increased significantly, with patients reporting lower mean pain intensity ratings. The second study found that, although it cost hospitals to implement the TRIP intervention, it more than paid for itself by lowering overall costs. Both studies are briefly summarized here. Each year, more than 225,000 Medicare recipients 65 years of age or older are hospitalized with painful hip fractures. While there is a great deal of evidence on acute pain management, most elderly patients do not receive adequate pain management when they are in the hospital.
Researchers examined the medical records of 1,401 patients admitted with hip fractures to 12 acute care hospitals to measure the impact of a TRIP intervention on greater adoption of EBPs for acute pain management by nurses and physicians. Overall, patients participating in the TRIP intervention received more evidence-based pain practices compared with those not receiving the TRIP intervention. Those in the TRIP group were 2.7 times more likely to have their pain assessed every 4 hours during the first 3 days of their admission.
There was also greater adoption of pain treatment practices by nurses participating in the TRIP intervention. These included giving more patients around-the-clock administration of opioid and nonopioid analgesics. Nurses also reported a significant decrease in barriers associated with evidencebased pain management practices, such as the lack of peer consultation. Physicians participating in the TRIP intervention also had greater adoption of these evidence-based acute pain management practices. In this study, the researchers estimated cost changes associated with implementing the TRIP intervention within 12 acute care hospitals. The TRIP intervention used physician and nurse opinion leaders, educational programs, and evidenced-based practice guidelines on acute pain management in the elderly. A total of 1,401 medical records and associated costs were reviewed.
Brooks
The TRIP intervention reduced the cost of an average inpatient stay by just over $1,500. Contributing to these savings were a half-day reduction in length of stay and a reduction of more than $150 in cost per day. The average direct cost to get the program up and running at a hospital was $17,714. Implementing TRIP resulted in extra nursing costs as well as costs associated with special patient rooms.
However, the cost increases were offset by cost savings for such things as room and board, pharmacy, laboratory, radiology, and operating room use. If a hospital treats 100 patients with hip fractures, it can expect to see a reduction in treatment costs of more than $150,000 by using the TRIP intervention. Factoring in the cost of the program, the overall cost reduction would be $132,286. I Evidenced-based practices improve pain management and lower costs for patients hospitalized for hip fracture Patient Safety and Quality E fforts to reduce surgery's overall 3 percent major complication rate have been partially hampered, because most hospital surgical departments have no easily applied tool to routinely measure and monitor surgical results. However, a preliminary study shows promising results for a recently developed tool that may be useful for evaluating interventions to prevent poor surgical outcomes. The Surgical Apgar Score calculates a patient's blood loss (BL), lowest heart rate (HR), and lowest mean arterial pressure (MAP) during an operation to identify patients at risk for major complications and/or death within 30 days after surgery.
The researchers used electronic intraoperative records at a major medical center to calculate Surgical Apgar Scores during a 2-year period from July 1, 2003 through June 30, 2005. They used the 10-point score to rate surgical outcomes in a sample of 4,119 general and vascular surgery patients enrolled in the National Surgical Quality Improvement Program at the medical center. Of 1,441 patients with Surgical Apgar Scores of 9 or 10 (best scores), 5 percent developed major complications within 30 days, including two deaths (0.1 percent). By comparison, among 128 patients with scores of 4 or less, 56.3 percent developed major complications and 25 (19.5 percent) died. Each of the three scores was a significant predictor of complications and death. The mean lowest heart rates were significantly lower (58 vs. 63) and mean lowest MAPs were significantly higher (65 vs. 61) among patients with no complications compared with those with major complications. Likewise, median BL was significantly lower in operations with mo major complications than in those resulting in major complications (25 vs. 200 mL). The study was supported in part by the Agency for Healthcare Research and Quality (T32 HS00020).
See Surgical Apgar score can help pinpoint patients at risk for major complications and/or death after surgery S urgeons endorse surgical quality improvement programs at the institutional level. However, they remain skeptical about how surgeon-specific quality outcomes should be measured and reported, suggests a new study. For example, they fear that the riskadjustment methods used in measuring outcomes are not reliable enough to avoid penalizing surgeons who perform high-risk procedures that often have poorer outcomes.
Researchers evaluated surgeons' awareness and attitudes about the American College of Surgeons' National Surgical Quality Improvement Program (ACS-NSQIP). This risk-adjusted measure of surgical patient outcomes is now used in more than 180 private sector hospitals. It is also being considered to direct future pay-forperformance programs sponsored by the Centers for Medicare & Medicaid Services. The study surveyed 108 surgeons, including residents and highly experienced clinicians.
Overall, the study found that surgeons recognized the importance and acceptance of quality initiatives, such as the ACS-NSQIP. They were also aware of the key principles behind the NSQIP, including its prospective data collection and risk-adjustment methods. The participating surgeons viewed the ACS-NSQIP data as being more reliable compared with other quality improvement initiatives.
However, they did not believe that the unique risk-adjustment aspect of the program was reliable enough to prevent surgeons who perform high-risk procedures from being penalized. There was also uncertainty as to whether or not these data should be reported to the public, including patients and payers, or used in marketing campaigns. Most surveyed surgeons believed that surgical outcomes were not the sole measure of surgical quality and that surgeonspecific outcomes should not be used within a hospital to direct patient referrals. Finally, most Reading occurred only when the anesthesiologist had no tasks to perform, other than monitoring the patient. The authors suggest that reading is used as a way to stave off the boredom that can result from low workload during the maintenance periods of anesthesia. Policies that prohibit anesthesiologists from reading to stay alert during procedures may result in unintended adverse events, the authors suggest. This study was funded in part by the Agency for Healthcare Research and Quality (HS11521).
See "Effects of intraoperative reading on vigilance and workload during anesthesia care in an academic medical center," by Jason M. Slagle, Ph.D., and Anesthesiologists who read during operations are as vigilant as those who do not read L egal responsibility for hospital quality of care ultimately resides with the hospital's governing board. Several hospital governing board practices are linked to improved quality of hospital care, reveals a new study. Governing boards need to organize themselves to actively participate in setting the quality agenda, establish strategic goals for improvement, and evaluate the hospital's clinical performance against those goals, assert H. Joanna Jiang, Ph.D., and Irene Fraser, Ph.D., of the Agency for Healthcare Research and Quality (AHRQ). Along with coinvestigators at The Governance Institute, they measured quality by performance in process of care and risk-adjusted mortality rates. They analyzed Hospital Compare data from the Centers for Medicare & Medicaid Services and the AHRQ Quality Indicators and Healthcare Cost and Utilization Project inpatient databases.
Hospitals that had a single board committee that focused exclusively on quality had better performance in process of care and mortality indicators. Having a chief medical officer/vice president of medical affairs on the quality committee further enhanced a hospital's quality performance. Another favorable practice was use of a dashboard with internal data and national benchmarks for monitoring clinical quality, patient safety, and patient satisfaction.
Holding senior executives accountable for meeting specific goals by including measures for quality and patient safety in their performance evaluation was also linked to improved quality. Other board practices linked to improved hospital care quality included discussion of quality-specific items at board meetings; establishing strategic goals for quality improvement; and board involvement in setting the quality agenda of the hospital.
More details are in "Board oversight of quality: Any differences in process of care and mortality?" by Dr.
Jiang, Carlin Lockee, Karma Bass, F.A.C.H.E., and Dr. Fraser, in the January/February 2009 Journal of Healthcare Management 54(1), pp. 15-30. Reprints (AHRQ Publication No. 09-R041) are available from AHRQ.* I W hen adverse events occur, hospitals typically use two approaches, or a combination of the two, to document them. The outcome approach examines the harm a patient suffered, such as a heart attack that may or may not have been a result of medical care. The process approach looks at the steps leading up to the event to see how systems can be improved to prevent future errors, such as giving a patient the wrong medication. A new study from RAND researchers determines that the process approach is superior to the outcome approach for improving patient safety, because process reports typically offer more useful information on factors that caused adverse events and promote a blamefree culture for voluntary reporting.
Of the 3,875 incident reports from two Southern California hospitals, half focused on care process variations, 35.3 percent on undesirable outcomes, and 10.3 percent on a mix of both. Nearly all the process-oriented reports pinpointed how incidents could have been prevented, but 75 percent of the outcome-oriented reports did not offer that information.
The authors suggest that neither process-nor outcome-oriented reports are perfect instruments. Process-oriented reports need more particulars to be useful. One way to gather richer details is by using an electronic reporting system that offers a classification system for patient safety events and encourages providers to provide indepth descriptions that may reveal factors that contributed to the incident. Although outcomeoriented reports do not specify if an adverse event occurred and don't offer information on preventing them, hospitals can still use the information to conduct thorough investigations when necessary. This study was funded in part by the Agency for Healthcare Research and Quality (HS11512).
See 
Examining processes, not outcomes, improves patient safety in hospitals
T he disclosure of harmful medical errors is actively promoted by patients and health care professionals. However, only 30 percent of these errors actually get disclosed to patients harmed by them. Such disclosures are typically conducted by physicians. In fact, nurses are often left out of disclosure discussions and feel excluded from the process, reveals a new study. Health care organizations that integrate the entire health care team into the disclosure process will likely improve the quality of error disclosure, suggest the study authors.
They conducted 11 focus groups with 96 registered nurses at 4 health care organizations near Seattle, Washington. Participants were asked to share information about a serious safety event that occurred and what was communicated to the team and the patient. They were also asked to comment on their institution's culture and policies on disclosing medical errors.
The study found that nurses routinely disclosed errors that caused either no harm or minor harm. However, when it came to more serious or team errors, the participating nurses were not fully encouraged to participate in the disclosure process. In addition to not knowing if an error had actually been disclosed, the nurses were often not told what was explained to the patient. These inadequacies in communication led nurses to share information with patients and families that was ultimately inaccurate, incomplete, or ill-timed. Nurses also admitted to either avoiding questions about errors altogether or providing indirect answers. Some even resorted to deception at times as a way to avoid discussion. 
Medical errors continued from page 23
Unlike physicians, nurses saw the disclosure process as a team event rather than a physician-patient conversation. They cited hierarchical relationships between physicians and other health care professionals as having a negative impact on such open dialogue. The authors recommend that hospital administrators support the role of the nurse manager as a resource for error disclosures through training and education. The study was supported in part by the Agency for Healthcare Research and Quality (HS65801 and HS01201) . 
Outcomes/Effectiveness Research
A new study reveals the positive impact of patientcentered care delivered by nurses on the outcomes of cancer patients. Desired outcomes such as optimism, a sense of well-being, and trust were more likely for patients who received patient-centered nursing interventions (PCNIs). Laurel E. Radwin, Ph.D., R.N., of Massachusetts General Hospital, and colleagues used factor analysis to examine the relationships between PCNIs (care individualization, care coordination, responsiveness, and proficiency), hospital system characteristics, and patient characteristics with specific desired health outcomes for 173 hematology-oncology patients at 1 hospital.
Nurse responsiveness and proficiency were positively related to patients' trust in nurses. Individualization of care was positively related to patients' authentic self-representation, optimism, and sense of well-being. Care coordination was positively related to patients' authentic selfrepresentation. Two health care system characteristics were significantly related to PCNIs and patient outcomes. Oncology nursing certification was positively related to proficiency and oncology nursing experience was inversely related to proficiency. Both were indirectly related to patients' subsequent trust in nurses.
Finally, two patient characteristics were related to desired health outcomes. The patient's rating of general health was positively related to optimism and a sense of well-being. Patient educational level was positively related to a sense of well-being. Patients' perceptions of PCNIs did not vary by age, gender, race, ethnicity, or educational level. Patient-centeredness of care for cancer patients may be enhanced by quality improvement activities that measure and monitor these PCNIs and resulting outcomes, suggest the researchers. Their study was supported by the Agency for Healthcare Research and Quality (HS11625) .
See "Relationships between patient-centered cancer nursing interventions and desired health outcomes in the context of the health care system," by Dr. Radwin, Howard J. Cabral, Ph.D., M.P.H., and Gail Wilkes, M.S., R.N., in Research in Nursing & Health 32, pp. 4-17, 2009 . I
Communication continued from page 24
Patient age was less associated with perceptions about how usual care providers engaged patients in shared health care decisionmaking. Adults between 18 and 44 years were less likely to report that their usual care provider(s) included them in health care decisionmaking compared with the oldest group. However, there was no significant difference in this area between the oldest group and those 45 to 64 years. There were no significant differences among the various age groups in their responses to the question of how often a usual care provider gave them some control over treatment.
It age, female gender, and being black were linked with higher costs. Also, lower cardiac ejection fraction (indicating lower pumping power of the heart), longer time between heart attack and CABG hospital admission, greater number of diseased coronary vessels, previous open heart operations, and a number of coexisting illnesses besides heart disease were all linked to higher CABG discharge costs.
Understanding the differential impact of these patient risk factors can aid in cost containment efforts, suggests Shadi S. Saleh, Ph.D., M.P.H., of the State University of New York at Albany. For example, certain interventions can be implemented to reduce risk among patients with specific preoperative characteristics. Dr. Saleh's team also linked several hospital characteristics to higher CABG discharge costs. Larger hospitals had higher CABG discharge costs, perhaps because many of them were teaching hospitals that typically have higher costs than nonteaching hospitals. On the other hand, CABG discharge costs significantly declined with greater hospital CABG volume (250 or more CABG procedures each year).
The researchers suggest that providers could enhance efficiency by attracting more CABG procedures to their facility. They continued on page 27
Both patient and hospital factors drive discharge costs of coronary artery bypass graft surgery T he goal of Federal Medicare legislation that allows small rural hospitals meeting certain criteria to convert to Critical Access Hospital (CAH) status is to provide them with financial relief and ensure Medicare-insured rural patients access to care. While hospital administrators often cite financial concerns as the main reason for converting to CAH status, other factors actually determine when rural hospitals decide to undergo conversion, concludes a new study. CAH designation enables hospitals to change from fixed prospective to cost-based Medicare reimbursement, which pays them more for swing beds in which patients initially receive acute care followed by skilled nursing care. However hospitals must meet bed size restrictions and have an average annual length of stay of 4 days, notes Marcia Ward, Ph.D., of the University of Iowa.
Dr. Ward and colleagues examined conversion factors among 89 not-for-profit, nonteaching rural hospitals in Iowa from 1998 to 2005, a time when the number of Iowa CAHs grew from 1 to 81. They used a variety of hospital-level data from several databases, including the American Hospital Association and the Iowa Hospital Association. Hospital inpatient volume and average length of stay were the two strongest predictors of time to conversion. Hospitals that converted early on in the period tended to be smaller, with lower operating margins and fewer full-time nurses per bed. They also had significantly higher skilled swing bed days (when patients received skilled nursing care) relative to acute bed days (when patients received acute care).
The mean number of staffed hospital beds in 1998 was 52 for early converters compared with 76 for nonconverting hospitals. Other characteristics of early hospital conversions besides fewer staffed beds, were acute discharges and acute inpatient days, but higher Medicare acute days. The number of skilled swing bed days had a stronger effect on time to conversion compared with nonskilled swing bed days. The study was supported in part by the Agency for Healthcare Research and Quality (HS15009 Nearly 25 million U.S. women treated for high blood pressure N early two of every three adult Americans under age 65 who were covered by public insurance from 2005 to 2006 had at least one chronic illness, such as diabetes, heart disease, and kidney disease, according to data from the Agency for Healthcare Research and Quality.
• About 57 percent of people with private insurance and 36 percent of the uninsured had one or more chronic ailments.
• People who had two or more chronic illnesses accounted for 45 percent of the publicly insured, 32 percent of the privately insured, and 17 percent of the uninsured.
• Health expenditures for treatment of chronic conditions for adults with two or more such conditions averaged $6,455 for people who only had public insurance compared with $1,987 for the uninsured and $3,598 for people with private insurance.
• However, a publicly insured person with two or more chronic illnesses had lower average annual out-ofpocket expenses than a similar uninsured person ($708 vs. $1,040).
• Chronic diseases accounted for 57 percent of medical care spending for adults who only had public insurance, 46 percent for the privately insured, and 47 percent for the uninsured. These data are taken from the Medical Expenditure Panel Survey (MEPS), a detailed source of information on the health services used by Americans, the frequency and cost of use, and source(s) of payment. Difficult encounters between patient and physician are a readily recognized challenge in primary care, and the shared responsibility and contributions to such interactions have been increasingly acknowledged. Using a survey derived from the Physician Worklife Survey, the researchers asked general internists and family physicians associated with ambulatory clinics in three States about such interactions. These included encounters in which the patient insisted on an unnecessary drug or procedure, was verbally abusive, not respectful, or persistently complained about care.
They found that insisting on an unnecessary drug was the most frequently cited challenge (36 percent). A Latent Cluster Analysis was used to classify physicians based on their responses of the Burden of Difficult Encounters measure. Physicians were divided into clusters of low, medium, or high difficulty, based on perceived difficulty. Physicians were also measured on job satisfaction, stress, and burnout. High difficulty cluster physicians were significantly younger on average (41 years), compared with those in medium (43 years), and low (46 years) clusters. They were also 2.2 times more likely than medium difficulty cluster physicians to report burnout and 12.2 times more likely to be burned out than low difficulty cluster physicians. A new report by the Agency for Healthcare Research and Quality (AHRQ) found that there isn't enough evidence to determine which drugs work best to treat erectile dysfunction and which cause the least harm. Erectile dysfunction is a common sexual disorder that prevents men from getting or keeping an erection. It affects between 15 million and 30 million men in the United States.
Battles
The authors found that men who took oral phosphodiesterase type 5 inhibitors (PDE-5 inhibitors) had improved erectile function compared with men who didn't take the medication. However, head-to-head trials comparing three erectile function medications -sildenafil (Viagra ® ), vardenafil (Levitra ® ), and tadalafil (Cialis ® ) -were inconclusive as to which medication worked best.
The most common short-term side effects in men taking PDE-5 inhibitors were headache, flushing, abdominal pain, and runny nose. Although the types of reactions varied with the drugs studied, there were no significant differences in side effects associated with any of the three drugs.
Alexander Tsertsvadze, M.D., of the AHRQsupported University of Ottawa Evidence-based Practice Center, who led the review, called for more studies to clarify the best treatment management options for different groups of patients, as well as more clinical trials to compare PDE-5 inhibitors to hormones, injections, and creams or other topical treatments for erectile dysfunction. An estimated 40,000 to 80,000 U.S. hospital deaths result from misdiagnosis annually. There has been little systematic study of diagnostic errors. Most organizations such as the Institute of Medicine and the National Quality Forum have placed their emphasis on treatment errors. Practical solutions to reduce diagnostic errors have lagged behind those in other areas of patient safety. The authors offer suggestions to help safety researchers work toward reducing misdiagnosis-related harm. They urge developing systems solutions to cognitive problems. Diagnostic errors are often seen as cognitive errors rather than system errors, thus perpetuating the view that individual physicians are to blame. To achieve this, they advise the creation of actionable categories of errors based on context rather than cause. They further recommend emphasizing misdiagnosis-related harm rather than diagnostic error, building workflow-sensitive solutions, and focusing on comparative and cost-effectiveness. Finally, they call for tort reform to reduce excessive testing associated with the practice of "defensive medicine" and ask for a defining of acceptable error. I
